URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

LEDVS APR19¢

Registration Digrgto No. -_2__9__2_---.._911,“.” Registration District No. _@142._:_7_!_3“;.".:-. No. _-___-_5.-.?___--

=60-016479

STATE FiLE NUMBER

10a. USUAL OCCUPATION (Give kind of work done

Rurd i mail Carries; relthed U.S. Postal Dept,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME

W, T. Brown Sarah E. White
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT
(Yes, no, or unknown) I[If yas, give war or dates of service)

12. CITIZEN OF WHAT COUNTRY

Ray County, Missouri U.S5.A.

14, NAME OF HUSBAND OR WIFE

Ella Hall

Address

Mrs, Ella H, Brown, Richmond, Mo.

ENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If institution: Rwsidence before
a. COUNTY a. STATE . b. COUNTY admission)
Ray Misgsouri Ray
b. Coll;f {If oviside corporate limits, give TOWNSHIP only} Length of stay in 1b €. COITY Inside Limits
R
TOWN Richmond Township 6 weeks TOWN Richmond Yoo g No D
c, FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
INSTMUTIONRay County Memorial Hosp, {Y=0 ™ & N, Institute St. Yesfd No D
a. ";AME OF DE;:EASED First Middle Last 4, DOAFTE Month Day Year
ype of print .
JESSE DUDLEY BROWN oA April 9, 1960
5. SEX &, COLOR OR RACE 7. Married K] Nover Married [J |8. DATE OF BIRTH | 9. AGE {lest birthday) | IF UNl:JER 1 YEAR | IF UNDER 24 HR
| Widowed [] Divorced [ Months | Days Hours I Min.
| Male White 8/2/1879 80
l 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (Ciry and state or country)
i

g 18. CAUSE OF DEATH (Enter only one cause per line for' {a), (b), and (¢}. INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED BY: O T AND EEATH
g IMMEDIATE CAUSE (s)* -
O
o]
Q Conditions, if any, DUE TO (b) T,
which gave rise to
above c':u-u d(a),
stating the under.
lying cause last. DUE 1O (¢} / &1[-
4 PART Il. OTHER SIGNIFICANT CONDI'IIONS CONTRIBUTING TO DEATH but not related to the terminal PART {Il. If deceased w, famale was
g disease condition given_jn PART | (2 - ) there a pregna in last 90 days.
5 — ] O Yes O No O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICI HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART_| or PART |l of item 18.)
] PERFORMED? 3 0] a ‘.
Q YES 0 NO ﬂ
I | 20c. TIME OF  Hour  Month, Day, Year
= INJURY am.
g p.m.
20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O farm, factory, street, office bidg., erc.)
NOT WHILE AT WORK (O
21. | attended the deceased fmm_a__,La_L !o#’__LK__a_nnd {ast saw hun slive on '9’ 4 [ )
Desth occurred at. '1 8, on the date stated above, and to tha best of my knowledge, from the causas stated,
i ﬂ
ofts 22a. SIBNA'I'URE/ 22b. A [ 22c. DATE SIGNED
(e} ’ -
= ’ 4-/40
= 23, TAME OF CEMETERY TR CREMATERY =1 23d. LOCATION {City, town] or :oun!y) (State)
3
E al Aoril 11,1960 | Richmond Memory Gardens Richmond, Mo,
< 24. E%er&l Home ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
bl d -
=f p Richmond, Mo. Y-_/5-/F &0 W
{Licensed Embalmer's Statement on Reverse Sida) /
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i
| hereby certify 1ha:’1he body whose name is* recorded on the.reverse side of this certificate was embalmed by
LS SR . 1 LY <y .
ey e - i,

o Student Embalmer No.
W

working under my personal supervision.

Student Signedggmd

Signature of Student Embalimer

L IRCTIRER ' N . . .
N : . " . . i'_- Licensed Embalmer No.._hi63_
g . 0. Address Richmond, Mo,

LY

'\ EN . . 3 \ S

. % ""\ - e e LT "'\,_ N ed N oa. s
Noie. The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING (Faifure to cor
with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he alse shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




